Background: In the past few decades many countries have worked to increase the number of women delivering in facilities, with the goal of improving maternal and neonatal health outcomes. The purpose of this study is to explore the current situation of facility deliveries in Africa and Asia to understand where and with whom women deliver. Furthermore, we aim to test potential drivers of facility delivery at the individual, household, and community-level. Methods: Demographic and Health Survey data collected since 2003 from 43 countries in Africa and Asia is explored to understand the patterns of where women are delivering. We look at patterns by region and wealth quintile and urban/rural status. We then run a series of multi-level models looking at relationships between individual, household and community-level factors and the odds of a woman delivering in a facility. We explore this for Asia and Africa separately. We also look at correlates of delivery with a trained provider, in a public facility, in a private facility, with a doctor and in a hospital. Results: The majority of women deliver in a facility and with a provider; however, about 20% of deliveries are still with no one or a friend/relative or alone. Rates of facility delivery are lower in Asia overall, and a greater proportion of deliveries take place in private facilities in Asia compared to Africa. Most of the individual level factors that have been found in past studies to be associated with delivering in a facility hold true for the multi-country-level analyses, and small differences exist between Asia and Africa. Women who deliver in private facilities differ from women who deliver in public facilities or at home. Conclusions: Most women in Africa and Asia are delivering in a facility, and drivers of facility delivery identified in smaller level or country specific studies hold true in multi-country national level data. More data and research is needed on other drivers, especially at the country-level and relating to the quality of care and maternal health complications.
Introduction
Developing countries account for 99% of global maternal deaths, the majority in sub-Saharan Africa and Asia [1] . It is globally recognized that a challenge to achieving Millennium Development Goal (MDG) 5 -to reduce maternal mortality by 75% by 2015 -is the lack of access to skilled birth attendants at delivery. Increasing access to facilities is a recommended strategy to increase the number of women delivering with a skilled attendant because it leverages existing health system infrastructure and links women to referral systems, essential medical equipment and drugs in cases of complication [2] .
Understanding why women decide to deliver in a facility is important for program and policy planning. A recent systematic review conducted by Moyer & Mustafa (2013) identified a number of drivers of facility deliveries in Sub-Saharan Africa, including maternal, social, facility, and macro-level factors [3] . The study found that maternal factors such as maternal education, parity/birth order, awareness of pregnancy risk factors, religion, and ethnicity were the most commonly studied drivers. However, the study found that less than two-thirds of the 65 studies included multi-variable analyses, and most studies focused on descriptive or bivariate analyses. There is significant variability in the sophistication of analyses across studies.
We conducted a review of the literature in Asian countries and found that, similar to Moyer and Mustafa's findings from Sub-Saharan Africa, most studies focus on individual drivers. There is strong evidence that factors such as maternal education are associated with facility deliveries [4] [5] [6] [7] [8] [9] [10] [11] . Other variables strongly associated with delivering in a facility include lower birth order [12] [13] [14] , antenatal care visits [15] [16] [17] , higher socioeconomic status [18] [19] [20] , and living in an urban area [21] [22] [23] .
Moreover, most studies focus on country-specific cases, rather than looking at drivers across regions, including smaller scale studies in Africa and Asia [24] [25] [26] [27] [28] [29] . There is variability across geographic region and economic status on where women deliver [30] . An analysis of 48 Demographic Health Surveys (DHS) found that globally approximately half of births occurred at home [30] . Moreover, poor women in South Asia and Southeast Asia had higher levels of home deliveries compared to poor women in Sub-Saharan Africa (88.5%, 89.9%, and 77.7%, respectively). Given differences in rates of facility deliveries across regions, it is important to understand regional variations in why women choose to deliver at home or in a facility and to compare drivers and deterrents of delivering in a facility across regions.
This study builds upon existing literature and takes advantage of nationally representative data using the DHS to assess drivers of facility deliveries across multiple countries and regions. To our knowledge, an analysis of drivers of facility deliveries across Asia and Africa has not been undertaken with this dataset. The DHS allows us to go beyond individual factors and also examine, family, community, and facility-level factors associated with facility deliveries using more advanced multi-level modeling. A benefit of using this rich dataset is the common definition of facility delivery and providers across countries, and the ability to examine a multitude of individual and community-level factors across different contexts using more complex analytical tools. Whereas previous studies have looked at a single country, or a small handful of countries, and focused on a limited number of potential drivers, this study compiles data from over 40 DHSs and combines drivers of facility delivery at the individual, household and community level. Hence, we are able to test if the findings from a sub-set of countries are applicable across Asia and Africa, and if certain relationships hold after controlling for other potentially confounding drivers of facility delivery. Additionally, this study examines where deliveries are occurring across Africa and Asia, and highlights the types of facilities and providers in each region. The objective of the study was to describe the current landscape of facility deliveries, and to identify drivers of facility deliveries in Africa and Asia.
Methods

Data
We used data from 43 Demographic and Health Surveys (DHS) collected in the last 10 years (since 2003) to look at the current status of facility deliveries and related outcomes (Table 1 ). All countries in Africa or Asia, which had a DHS in the last 10 years, were included, and in countries with more than one DHS, we used only the most recent survey. DHS data is publically available and was downloaded from the MeasureDHS website (www. measuredhs.com). Data on the most recent birth was included, thereby limiting the analysis to one birth per woman, and only births occurring since 1993 are included in the analysis (the unit of analysis was an individual woman). Regions are classified based on the UN standards for sub-regions.
We assessed the prevalence of facility deliveries, based on the reported place of last delivery. Facility delivery is defined as any place other than delivering at home, at someone else's home, or en route to a facility. Public facilities are coded as any type of government facility (hospital, clinic, dispensary, etc.), and private facilities include any type of private institution (hospital, clinic, dispensary, etc.), maternity home, NGO or religious facility.
The DHS also asked women who attended their delivery. There are a large number of missing responses for this indictor, with about 29% of women not answering this question (these women were dropped from the analysis). The indicator of "delivery with a doctor or nurse" includes respondents who answered that they delivered with a doctor, nurse, nurse mid-wife, or auxiliary nurse midwife. "Traditional provider" includes traditional healers, traditional birth attendants, and homeopathic providers. "No provider" includes respondents who said no one, a friend, or a relative attended the birth. "Other health provider" includes anyone who was not in the previous three categories.
Methods
We conducted a series of analyses using Stata 12MP. Demographic, household, and community drivers were modeled using logistic regressions on the outcome of facility-deliveries. Covariates were chosen based on the recently published systematic review of drivers of facility deliveries in Africa (Moyer & Mustafa, 2013) . The maternal, social and antenatal care-related factors that they identified were used to select variables from the DHS to include in our analysis; however, facility-level factors identified in the review were not included because these questions were not asked in the DHS (Table 2) .
Multi-level analyses were used to explore correlates of facility deliveries and maternal, household, and communitylevel factors. The statistical model assumes that individuals' health outcomes are partly dependent on the households and communities within which they live. This dependency is accounted for by separating individual from household and community level variation. Multi-level statistical techniques are described elsewhere in depth and provide a robust framework for disentangling different level effects on health outcomes [31] . None of the variables included in the model were strongly co-linear.
In the first set of models, the main correlate of interest is an individual's probability of delivering in any facility (public or private; hospital, clinic, dispensary, etc.) compared to delivering at home. In the second set of models, the main correlate of interest is an individual's probability of delivering with a provider (doctor, nurse, midwife). Demographic, household and community drivers are modeled separately, and then combined. All models are clustered at the stratum level, and weighted using information on the primary sampling unit and stratum. These models are then run separately for Asia and Africa. Finally, we re-run the global models on a series of more specific outcomes: delivery at a hospital compared to another facility or home; delivery in a public facility compared to another facility or home; delivery in a private facility compared to another facility or home; and delivery with a doctor specifically, compared to other health professional, no one, friend/relative or traditional provider.
Results
Below we describe the pattern of where women deliver by region, and by wealth quintile and urban/rural status. We then describe the statistical analyses testing various drivers of facility delivery, and other outcomes including delivery with any trained provider, delivery at a hospital, in a public facility, in a private facility and with a doctor.
Country-level descriptive analyses: place of delivery and provider type by region
The majority (53.4%) of women in Africa deliver in a facility. The rates are lower in Southern Asia (roughly 45%) and Southeast Asia (just over 40%) (Figure 1 ). The majority of deliveries that occur in a heath facility occur in government facilities in Africa, however, place of delivery is more evenly distributed between public and private facilities in Northern Africa and Southern Asia (and to some extent Southeast Asia). In Africa and Asia, over 65% of deliveries are attended by some type of health provider (doctor, nurse, or other trained health provider) (Figure 2 ). In Africa, about 40% of deliveries are with a doctor or a nurse (with the exception of Western Africa, which is just above 35%). Attended deliveries are lower in Asia: between 25-30% of all births. Traditional providers attend between 5-15% of deliveries, with higher proportions in Northern and Western Africa and Southeast Asia. In all regions except North Africa between 15-20% of deliveries are reported as having no one, a friend or a relative present.
In most countries, delivering at a facility means that women are delivering with a trained provider ( Figure 3 ). Middle Africa is an exception to this, where there is a substantial percent (>5%) of women who say they are delivering in a facility but are not reporting delivering with a health professional of some type. In Northern Africa and Southern and Southeast Asia there is gap between deliveries in a facility and delivery with a trained provider, with a substantial proportion of women (>5%) delivering with a trained provider outside of a facility setting.
Inequalities: urban rural and wealth quintile differences in place of delivery by region
As can be seen in Figure 4 , poorer women, those in the lowest wealth quintile, are much less likely to deliver in a facility than richer women in all countries. Richer women are also much more likely to deliver in private facilities than poorer women. Inequalities in facility deliveries are greatest in Southern and Southeast Asia (with over 65% difference in facility delivery rates between the lowest and highest wealth quintiles). Middle Africa is the most equitable region, although inequalities still exist. Women who live in an urban area are much more likely to deliver in a facility than women living in rural areas ( Figure 5 ). Again, the inequalities are greatest in Asia, but in all regions at least 30% more urban women deliver in a facility than rural women.
Multivariate models: drivers of facility deliveries: individual, household, and community level factors Descriptive characteristics
Over 400,000 women were included in the analysis which combined all 43 of the DHS's (Table 1) . O f those who answered the question about where they delivered, which includes 70% of the sample, about 54% of women delivered in a health facility (Table 3) . Similarly, a mean of 55% of women said they delivered with a provider (of the roughly 70% of the sample that answered the question). Women were, on average, 31 years old and had 4.5 years of education. Over 80% of women in the sample were married and they had, on average, had given birth to 3.7 children. Almost 60% of women were employed and 73% stated that their last pregnancy was wanted at the time that they had it (however, this response was missing for 32% of respondents). Thirty-four percent of the sample lived in urban areas, and the average wealth quintile was 3 (on a score from 1 to 5, poorest to richest) ( Table 3 ). Nineteen percent of women lived in households with a non-male household head. Husbands/partners were, on average 38.7 years old (13.3% missing), had an average of 5.7 years of education, and 94.9% were employed in some type of occupation (8.2% missing).
Variables related to ANC visits had just over 30% of respondents missing (Table 3) . Of those that answered these questions, 83% had at least one ANC visit, and 49% had four or more ANC visits. About 22% percent of the women reported that they saw a doctor at their ANC visit. The mean acceptability of wife beating score at the individual and community level was 1.4 (on a scale from 1 to 5, with a higher number meaning greater acceptability of wife beating under various circumstances). At a community level, an average of 36.9% of women in each community had had four or more ANC visits.
Multivariate model outcomes
Being older, having more years of education, having fewer children, not being married, the most recent baby being born more recently, not desiring the most recent pregnancy, having any ANC visits or 4 or more ANC visits, and having a lower score for community acceptability of wife beating were all significantly and robustly associated with increased odds of delivering in a facility (Table 4) . Not being employed was significantly associated with increased odds of delivering in a facility in the Model with only demographic variables (Model 1.2), but not in the full model. Seeing a doctor or nurse was significantly associated with delivering in a facility in the full model, but not Model 1.2 with only demographic variables.
In terms of household level factors, living in an urban (compared to rural) area, having a higher score on the wealth index, having a non-male household head, and having a husband who is not employed were significantly and robustly associated with increased odds of delivering in a facility (p < 0.01). Having a husband with more education was significantly associated with increased odds of delivering in a facility when only household factors were included in the model (Model 1.3), but it was no longer significant when other demographic factors were included. When only household factors were included (Model 1.3), husband's age was not significantly associated with delivering in a facility, however, in the full model having an older husband was significantly associated with delivering in a facility. When only community level factors were included in the model (Model 1.4), a higher percent of the stratum who had 4 or more ANC visits was associated with an extremely high odds of delivering in a facility (OR = 153.7, p < 0.01), and a higher mean stratum level acceptability of wife beating was associated with lower odds of delivering in a facility. In the full model (Model 1.1) a higher percent of the stratum that had 4 or more ANC visits was associated with higher odds of delivering in a facility, and this value was of a reasonable magnitude (OR = 8.7, p < 0.01). The mean stratum acceptability of wife beating was not associated in the full model. Country of data collection was significantly associated in all models.
Delivery with provider
In Model 2 we explored correlates of delivering with a provider. These were very similar to the relationships found in Model 1 (delivering in a facility). Being older, having more years of education, having fewer children, not being married, the most recent baby being born more recently, not desiring the most recent pregnancy at this time, having any or 4 or more ANC visits, seeing a doctor for ANC, and having a lower acceptability of wife beating score were all significantly and robustly associated with increased odds of delivering with a provider (Table 5) . Again, women's employment status was only associated in Model 2.2, but not in the full model (Model 2.1).
In terms of household level factors, living in a urban (compared to rural) area, having a higher score on the wealth index, having a non-male household head, having a husband who is not employed and a husband with more education were significantly and robustly associated with increased odds of delivering with a provider (p < 0.01). When only household factors were included (Model 2.3), 
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Diamond-Smith and Sudhinaraset Reproductive Health 2015, 12:6a younger husband was significantly associated with delivering with a provider, however, in the full model husband's age was only marginally associated, and in the reverse direction. When only community level factors were included in the model (Model 2.4) and in the full model (Model 2.1), a higher percent of the stratum who had 4 or more ANC visits was again associated with an extremely high odds of delivering in a facility and a higher mean stratum level acceptability of wife beating was associated with a lower odds of delivering with a provider. Country of data collection was significant in all models.
Drivers by region: Africa and Asia
Africa When only the countries in Africa are included in the model, being older, having more education, having fewer children, being married, not being employed, not desiring the most recent pregnancy at that time, having any or 4 or more ANC visits and a lower acceptability of wife beating were all significantly and robustly associated with increased odds of delivering in a facility (p < 0.01) ( Table 6 ). The most recent birth being more recent was not significantly associated with facility delivery (only marginally in the full model, 3a.1). Living in an urban area, having a higher wealth quintile, the husband having more years of education, and the husband not being employed were significantly and robustly associated with delivering in a facility (p < 0.01). When only household factors were included (Model 3a.3) having a non-male household head, and the husband being younger were significantly associated, but these dropped out when other factors where included in the model (Model 3a.1). When only community level factors were included and when all factors were included, community level percent of women with 4 or more ANC visits was correlated with delivering in a facility. However, a lower mean-stratum level acceptability of wife beating was only significantly associated with increased odds of delivering in a facility in Model 3a.4. Country of data collection was significant in all models.
Asia When only the southeast and southern Asian countries were included in the model, being older, having more education, fewer children ever born, the most recent baby being born more recently, not being employed, having any or 4 plus ANC visits and seeing a doctor for ANC were significantly and robustly associated with increased odds of delivering in a facility (Table 7) . Marital status, whether the last pregnancy was desired at that time, and acceptability of wife beating were not significantly associated with the odds of facility delivery. Living in an urban area, having a higher wealth quintile, and a non-male household head were significantly and robustly associated with increased odds of delivering in a facility. However, the factors associated with the husband's education were only associated when only household factors were included (Model 3b.3), and husband's employment status was not associated in any models. Husband's age changed direction between the full (Model 3b.1) and partial (3b.3) models, although it was significant in both (p < 0.05). When only community level factors were included and when all factors were included, community level percent of women with 4 or more ANC visits was associated with increased odds of delivering in a facility. However, a lower meanstratum level acceptability of wife beating was only significantly associated with increased odds of delivering in a facility in the partial model (3b.4), but not the full model. Country of data collection was significant in all models.
Modeling correlates of specific places of delivery and types of provider Table 8 shows the same full model run on a variety of different more specific outcomes. Model 4 tests the correlates of delivery at a hospital, as opposed to other type of facility or home; Model 5 tests the correlates of delivering at a private facility compared to a public, other, or no facility; Model 6 tests the correlates of delivering in a public facility compared to a private, other or no facility; and Model 7 tests the correlates of delivering with a doctor compared to any other type of health professional, traditional attendant, friend, relative or no one. We highlight the variables that differed in direction or significance from the full Model of the odds of delivering in a facility (Model 1). Acceptability of wife beating was no longer associated in any of these models. In Model 4, women who delivered in a hospital were less likely to be employed, their husbands had more education, and the women were more likely to have given birth longer ago than the women who did not deliver in a hospital (husbands age was no longer significant). Additionally, higher acceptability of wife beating at the stratum level was significantly associated with lower odds of delivery at a hospital. In Model 5, younger or unemployed women, women with more children, married women, rural women, births that were longer ago, women who did not have ANC, and lower stratum-level acceptability of wife beating were more likely to deliver in a private facility. Having a non-male household head was now associated with decreased odds of delivery in a private facility, as was having a younger or a more educated husband (husband's employment was not associated). In Model 6, a woman being employed was associated with increased odds of using a public facility; seeing a doctor for ANC was associated with decreased odds; and the husband's education was associated with a decreased odds of using a public facility (husbands employment was not significant). Finally, in Model 7, not being employed, having the birth longer ago, not having ANC, having a younger husband, a more educated husband and a lower mean stratum acceptability of wife beating score, were associated with higher odds of delivering in a facility (urban/rural status, non-male household heath and husband employment were no longer associated significantly).
Discussion
Our results confirm many of the findings from the systematic review by Moyer and Mustafa (2013) , but are in conflict with other findings [3] . Our findings support existing literature that find maternal education, parity, urban residence, higher wealth quintile, any/4 or more ANC visits, seeing a doctors for ANC, living in a household with a non-male head, higher husband's education and the community level percent of women who had 4 or more ANC visits were associated with higher odds of a facility delivery. Similar to their findings, we find mixed results for the significance of marriage on facility delivery. If the measure of wife beating is assumed to be a measure of women's autonomy, we find some evidence that more empowered women were more likely to deliver in a facility, as would be expected from the previous literature. Additionally, we find some evidence that the community score on acceptability of wife beating is associated with facility delivery, although this is not consistent across models. Past literature suggests that younger maternal age is associated with increased odds of delivering in a facility. Literature in Asia also paint a mixed picture, with some studies predicting that higher maternal age was associated with delivering in a facility [8, [32] [33] [34] , while other studies found a negative association [7] , and others found no association [4, [9] [10] [11] 16, 21, 22, 35] . All of our models find that older maternal age is significantly associated with the odds of facility delivery in Africa and Asia.
We find that, where significant, maternal employment was negatively associated with the odds of facility delivery, which is the opposite of what Moyer and Mustafa (2013) found [3] . Additionally, we find that desired pregnancies were less likely to have been delivered in a facility, again, contrary to their findings. Contrary to past findings, we find that in some models husband's employment status was negatively associated with the odds of delivering in a facility. This could be due to the fact that we use a binary variable of not employed/any employment due to country- level coding differences, and past literature had focused on farmers compared with non-farmers. When modeled separately there are few differences in correlates of delivering with a provider and delivering at a facility between Africa and Asia. Interestingly, year of most recent birth is not significant in Africa, although it is in Asia and in the full models. This suggests that perhaps time trends are more important in Asia than in Africa, which supports the trends seen in the graphs. Living in a household with a non-male head is not associated in the full model in Africa, although it is in all other models. Perhaps male permission or the role of male decision making is less important in Africa compared to Asia. In Asia, being married, whether the pregnancy was desired, and the acceptability of wife beating score are not associated with facility delivery. Since these factors are associated in the full country model, it is clear that this is dominated by the African experience.
When we look at more specific outcomes (delivering in a private health facility, public health facility, hospital or with a doctor), a few small differences emerged. Particularly, women who delivered in a private facility seemed to stand out: they are more likely to be younger, married, have more children, have not had ANC and are rural.
Across the board, having any ANC (and 4 or more ANC visits) was consistently, positively, and strongly (high odds ratios) correlated with facility delivery. The percent of women in a stratum that had ANC was also very strongly correlated with facility delivery in all of the models. With such a large sample size, odds ratios that are just above or below 1, yet statistically significant, might not be that meaningful. That those variables related to ANC use at both an individual and community level have odds ratios over 2 consistently across models therefore warrants further attention. Past literature has noted that the same type of women who deliver in a facility will seek ANC, therefore attributing causation from ANC to facility delivery is not appropriate. However, even after controlling for other individual, household and community level factors, we see such a strong correlation between ANC and facility delivery, that this relationship appears to be the strongest of those explored in this analysis.
Limitations
Cross-sectional data, such as the DHS surveys, preclude the ability to draw causal conclusions, limiting our analysis to look at correlates, rather than predictors or determinants of facility delivery. In order to analyze the current situation for facility delivery, we limited the sample to surveys collected since 2003 (10 years before the time of this analysis).
Within that, we limit the sample to births since 1993. However, some of the data is more recent than others and therefore we are seeing a relatively wide window on the current status of rates and trends in facility delivery. Ideally, we would have data from all countries in the same year so as to make a better comparison. Another set of limitations revolves around the fact that this is individual, self-reported, and for some indicators relating to past births, retrospective data. This type of survey data can therefore suffer from recall bias, or other errors due to lack of knowledge on the part of the respondent (for example, classifying anyone in a health facility as a "doctor" without knowing their actual credential). These biases are unavoidable in these types of surveys.
Many of the variables that past literature found to be associated with facility delivery are not in, or could not be modeled within the DHS. Particularly relevant is that there were only a limited number of community level and facility related factors that we could include. Additionally, we were unable to include any of the macro-level factors that other scholars have found to be associated with facility delivery. There are a number of indicators that are only in some DHS's (such as health insurance or knowledge of pregnancy risk factors), and we therefore had to exclude these issues because they would have dramatically reduced the sample size.
We were also limited because there may be other factors that are related to a woman's odds of delivering in a facility that are not in the DHS, especially those relating to maternal complications, quality of care and perceptions of quality, and access to facilities (distance, cost, etc.). It is possible that some of the associations that we have identified are actually related to other factors such as pregnancy complications, distance to facility, etc., rather than to facility delivery itself.
Conclusions
This study is a multi-country analysis of the drivers of facility deliveries across regions.. It examines the individual, family, community, and facility level factors that lead to facility deliveries. The study finds that the majority of women surveyed in the 43 DHSs explored in this study are delivering in some type of facility with a health care provider. Rates are lower in Asia than in Africa, and private facilities make up a larger proportion of delivery facilities in Asia than in Africa. Disparities exist between rich and poor, and urban and rural populations. There is still a need to increase accessibility to facilities for delivery for poorer and more rural women in all regions of the globe. A vast number of previous studies have looked at drivers of facility deliveries in certain regions or countries, often using small datasets. This analysis combines information about potential drivers of facility delivery from these studies into one multi-level analysis of countries in Africa and Asia. We find support for the majority of previous findings on a multi-country level, and few differences between African and Asian regions. Demographic, household and community level factors all contribute to a woman's odds of delivering in a facility. The most powerful correlation in this analysis was between a woman having ANC or a larger percent of women in a community having ANC, and facility delivery. Even after controlling for other variables, this was the strongest and most consistent relationship. Understanding how ANC and facility delivery are linked is key. Do the same type of women who go to ANC go to a facility to deliver? Or does the very act of getting women into ANC set her on a "facility" track? Or is there something that happens in ANC that convinces women to deliver in a facility? Further longitudinal study is needed to explore this.
More research is also needed to understand other drivers of facility delivery, so as to be better able to target women who do not currently deliver in facilities so they can have access to the care they need at the time of delivery. As discussed above, some of the drivers may be related to maternal complications which would make it more likely for a woman to deliver at a facility. Other factors such as cost, distance, transportation, and policyrelated factors like bans on home delivery and cash incentive programs also might be influencing decision making. We were unable to include factors such as these It is time to move beyond individual, demographic factors and focus on the community, facility and policy levels. These findings clearly show that more and more women are delivering in facilities in Africa and Asia, suggesting that perhaps policy makers should begin to focus more on the quality of care that women receive in facilities and ensuring that facilities are not overburdened.
